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Left hip: 15 degrees fixed fiexion; flexion 15-60 degrees; abduction 20 degrees; adduction 20 degrees internal rotation 10 degrees He is now able to walk any distance, without pain or fatigue. His standing posture is improved (Fig 3) .
The X-ray of the hip taken three months after the operation (Fig 4) suggests that there has been some return of ossification. Comment: It is too early to say whether the improved function in the patient will be long lasting. Maudsley (1952) reported a patient in whom a portion of bone was excised from the buttock and followed with a small dose of deep X-ray (1,000 r); bone had not re-formed two years later. Acknowledgment: I desire to express my thanks to Dr A M Jelliffe who supervised the radiotherapy at the Middlesex Hospital. An Adult Case of Chondro-osteodystrophy L Klenerman FRCS (for H Jackson Burrows .Rcs) A middle-aged male clerk had noticed nothing abnormal till the age of 15 years, when he felt some stiffness in his lower back. At 18 he developed pain in bothhips and received spa treatment. Multiple loose bodies have been removed from various joints: in 1934, 184 from the right hip; in 1936, several from the left elbow; and, in 1941, 30 from the left hip.
In 1947, because of severe pain, he had deep X-ray treatment to both hips with temporary relief. In 1953, the head and neck of the left femur were excised (Girdlestone's operation). At present he can walk the three-quarters of a mile to and from the railway station daily, using elbow crutches. He is, however, troubled by pain and stiffness in his right hip. This is brought on by walking or prolonged standing. It does not disturb his sleep. He manages to work in his garden and swim a quarter of a mile several times a week. On examination: The patient is 4 ft 8 in. tall. He stands with slightly flexed hips and his trunk leaning forward (Fig 1) . The Trendelenburg test is positive on the left, and the left lower limb is I in. shorter than the right.
The left hip is held in 10 degrees of flexion, from which it can be flexed a further 80 degrees. The range of the other movements is: abduction 10 degrees, adduction 20 degrees, medial rotation nil and external rotation 30 degrees.
The right hip is fixed in 40 degrees flexion, 20 degrees adduction and 30 degrees external rotation, and can be flexed a few degrees. The lumbar spine is rigid. He has full movement in his knees.
His elbows are both slightly restricted in flexion and extension (range 80 to 160 degrees); supination is full, but promotion is restricted by about one-third on the left side. X-rays: In the right hip the joint space is almost wholly obliterated, with considerable sclerosis of the femoral head and acetabulum, and extensive osteophyte formation. The left femoral head and neck have been excised (Fig 2) .
Both elbows present several loose bodies with osteoarthritic changes.
The spine shows characteristic flattening of the vertebral bodies with increase in the transverse and antero-posterior diameters (platyspondyly). There is associated narrowing of the disc spaces. This patient does not have the dorso-lumbar angular kyphosis sometimes found.
There is defective modelling of the articular surfaces of both knees.
A skeletal survey revealed no other abnormalities. Family history: The parents were first cousins. Of six siblings, one brother and one sister are short like the patient. This sistei also has chondroosteodystrophy and has been treated for osteoarthritis of her right hip. The remaining siblings are of normal height. Comment: The shortness of stature and typical X-rays of the spine, together with the history of consanguinity, are compatible with the diagnosis of a chondro-osteodystrophy of the type usually The association of multiple loose bodies in several joints in combination with this condition has not been reported in other cases. Golding (1935) described the radiological features of this case.
The symptoms are not severe enough to warrant operative treatment at present. The procedures suggested, should the necessity arise, were excision of the head and neck of the right femur or an intertrochanteric osteotomy. Adamantinoma of Tibia Harry Piggott FRcs G S. a male clerk aged 21, received a severe blow on the middle of his left shin. Initial bruising rapidly disappeared, but slight swelling and tenderness persisted; he did not seek medical advice until the onset of intermittent spontaneous pain some three years later. On examination: There was a tender, somewhat irregular thickening of the middle three inches of the tibia with no attachment to the overlying skin. The inguinal lymph nodes were not enlarged and no other abnormalities were detected on general examination. Roentgenography demonstrated an osteolytic lesion of the middle of the tibia, with irregular there is a well-marked palisade arrangement and a tendency in places to the formation of cell nests. The appearances are similar to those of basal cell carcinoma of the skin. Treatment and progress: He received a course of radiotherapy extending over ten days, a total dosage of 1,606 r being delivered through medial and lateral fields at 230 kV. There was no detectable change in the tumour, but pain was relieved for two and a half years; discomfort then returned and rapidly became severe enough to impose the use of elbow crutches. At the same time an ovoid ulcer developed in the overlying skin and within two months increased to 1i x 1 in. in size. Further radiological examination shows increased bone destruction and a pathological fracture (Fig 2) . There is no evidence of regional or remote metastases. Comment: Including the present example there are now thirty-two reported cases of adamantinoma of long bones; from a study of these it is possible to present an outline of the clinical features of this rare neoplasm (Baker et al. 1954), 
